
The basic mission of working with challenging adolescents is to induce posi-
tive behavior change. This mission has two levels. First, agency and court
personnel work to secure the compliance of adolescents with the rules and

requirements of the law and of their respective programs. This first level generally
focuses on promoting lawful behavior, consistent attendance at school, family stabil-
ity, and abstinence from illicit drugs and alcohol. Progressive, more ambitious agency
staff strive for a second level of change. Their programs move beyond compliance to
seek sustained and autonomous behavior change, facilitated by empowerment and
personal “growth,” but they do not always receive appropriate support.

Nationally there is public debate on the relative effectiveness of punitive, super-
visory, and rehabilitative approaches in modifying delinquent behavior. Public poli-
cy has increasingly focused on punishment and monitoring of young offenders, at
the expense of treatment. At the same time as this debate and policy shift were occur-
ring, the American Psychological Association (APA) supported a research initiative
that assembled the world’s leading outcome researchers to review 40 years of psy-
chotherapy outcomes and detail the subsequent implications for direct practice. The
initial findings of this research offer relief and encouragement to practitioners of
remedial work with challenging adolescents: treatment is effective in helping human
problems. As the authors of the study, Mark Hubble, Barry Duncan, and Scott
Miller, observe in the introduction to their anthology on the effective catalysts of
positive behavior change: “Study after study, meta-analysis, and scholarly reviews
have legitimized psychologically-based or informed interventions. Regarding at least
its general efficacy, few believe that therapy needs to be put to the test any longer.”1

Ted Asay and Michael Lambert, commenting on previous studies, report, “These
reviews leave little doubt. Therapy is effective. Treated patients fare much better than
the untreated.”2 Asay and Lambert cite additional findings about therapy that
encourage the rehabilitative efforts of adolescent work; data suggest that the road to
improvement is not long. After as few as eight to ten sessions, 50 percent of clients
showed clinically significant change; 75 percent of clients significantly improved
with six months of weekly treatment.3

Nevertheless, treatment and rehabilitation efforts are under close scrutiny and
scorned by many. Gordon Bazemore and Mark Umbreit, developers of the restorative
justice model, explain this scorn: “[I]t is difficult to convince most citizens that juve-
nile justice treatment programs provide anything other than benefits to offenders (e.g.,
services, recreational activities) while asking them for little or nothing in return.”4

The debate has in fact been worthwhile in the development of treatment
approaches. As Robert Coates reports, “The debate has had its impact upon practice,
forcing practitioners to be even more thoughtful in developing intervention strate-
gies .… The debate about the value of rehabilitation has had considerable positive
effects on rehabilitation efforts. More attention is being directed at how caseworkers
and others can have positive impact on the client and on the client’s social network.”5
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Although the APA research examined psychotherapy outcomes, its findings also
are critically important to the treatment initiatives of remedial youth work. Regarding
this research, John J. Murphy, a proponent of strength-based strategies in the field of
education, states: “[T]he empirical evidence … has profound implications for the
manner in which practitioners approach clients of any age and in any setting.”6

C O M M O N  FA C TO R S  

Having concluded that treatment is effective, the APA study made a second finding
that is at least equally significant: None of the numerous treatment models studied
has proven to be reliably better than any other.7 Barry Duncan and Scott Miller
report: “Despite the fortunes spent on weekend workshops selling the latest fashion,
the competition among the more than 250 therapeutic schools amounts to little
more than the competition among aspirin, Advil, and Tylenol. All of them relieve
pain and work better than no treatment at all. None stands head and shoulders above
the rest.”8 This conclusion has been repeatedly upheld in subsequent studies.9

If no theory or model can claim that it is better than the others, then what
accounts for the overall efficacy of treatment? Researchers, including Michael Lam-
bert and Mark Hubble, sifted back through four decades of outcome data to postu-
late that the beneficial effects of treatment largely result from processes shared by the
various models and their recommended techniques.10 Simply put, similarities rather
than differences in the various models seem to be responsible for change. Each of the
varied treatment models aids change by accessing certain common factors that, when
present, have curative powers. Lambert concluded from extensive research data that
there were four of these common factors:11

■ Client factors—the client’s preexisting assets and challenges 

■ Relationship factors—the connection between client and staff 

■ Hope and expectancy—the client’s expectation that therapeutic work will lead to
positive change

■ Model/technique—staff procedures, techniques, and beliefs

These factors that raise the effectiveness of treatment are transtheoretical—that is,
all of the various treatment theories and approaches recognize their importance to
some degree. Without intentionally focusing on them, all therapies seem to be more
effective when they promote these common factors in their own unique ways. 

Hubble, Duncan, and Miller speak to this important research finding: 

In 1992, Brigham Young University’s Michael Lambert proposed four therapeutic fac-
tors…as the principal elements accounting for improvement in clients. Although not
derived from strict statistical analysis, he wrote that they embody what empirical stud-
ies suggest about psychotherapy outcome. Lambert added that the research base for this
interpretation for the factors was extensive; spanned decades; dealt with a large num-
ber of adult disorders and a variety of research designs, including naturalistic observa-
tions, epidemiological studies, comparative clinical trials, and experimental analogues.12

Hubble, Duncan, and Miller also drew upon Lambert’s earlier work that rated
some factors as more influential in changing behavior than others and ascribed a
weighting scale to them. Lambert then ranked and prioritized the common factors
according to their amount of influence on positive behavior change. The figure on
page 61 depicts the four factors and their percentage contribution to positive change
(100 percent represents total positive behavior change).
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The Four Common Factors in Positive Behavior Change

SOURCE: M. J. Lambert, Psychotherapy Outcome Research: Implica-
tions for Integrative and Eclectic Therapists, in HANDBOOK OF PSY-
CHOTHERAPY INTEGRATION (John C. Norcross & Marvin R. Goldfried
eds., Basic Books 1992).

C L I E N T  FA C TO R S

Client factors—not what youth and their families receive
from staff, but what they possess as they enter the doors
of our agencies—are the largest contributor to behavior
change (40 percent). Client factors are both internal
(optimism, skills, interests, social proclivities, aspirations,
past success) and external (a helpful uncle, employment,
membership in a faith community). Client factors also
include fortuitous events that are controlled by neither the
agency nor the youth—an abusing boyfriend moving out
and away from the family, a chance school experience
instilling renewed interest, a lesson “hitting home” as, for
example, when a close friend or peer is seriously harmed
by illicit drug use. 

In other words, client factors include what youth bring
to treatment programs and, just as important, what influ-
ences their lives outside the programs. This coin of behavior
change is two-sided: one side involves the youth’s preex-
isting abilities, while the other side includes the youth’s
involvement and participation in agency programming. 

Involvement and participation are difficult to encour-
age. The difficulties lie both in building trust and finding
effective ways to encourage adolescents to participate and
in persuading staff to build interest and program appeal
by breaking from the norm of dictating behavior and
allowing youth increased choice and autonomy. 

Many treatment programs are not individualized
(regardless of their claims), nor do they offer true choices
in programming. Furthermore, staff often resist youth

input. The views and opinions of adolescents can be
markedly different from those of adults; consequently,
adults may be resistant to seeking input from teens or to
integrating a teen’s ideas about “what works” in his or 
her own treatment or, more broadly, about revisions in
programming. It’s important for staff to recognize that
acknowledging and accepting the beliefs and positions of
adolescents is not the same as agreeing with or acquiesc-
ing in them. 

Such an approach affirms the youth’s role in his or her
treatment. Indeed, the common-factors research con-
firmed just this point, that the youth and his or her fam-
ily, not the staff or providers, make treatment work. This
does not mean that program structure or staff efforts are
useless. It does, however, suggest that the instruction in
remedial interventions offered by universities and training
institutes may not be worthy of the robust attention we
give them. Duncan and Miller advise: “The data points to
the inevitable conclusion that the ‘engine’ of change is the
client. The implication is that perhaps we should spend
our years more wisely gaining experience [in] ways to
employ the client in the process of change.”13

The Strengths Model 
The strength-based model of youth work draws primarily
upon client factors as a foundation for treatment, though
it incorporates all four common factors to some degree.
Recent efforts have applied this approach to juvenile
delinquency and juvenile drug courts.14 Juvenile court
workers have favored a strength-based approach because 
it uncovers and makes use of adolescents’ preexisting 
abilities.15 It is drawn from numerous positive models 
of potential, optimism, and possibility, including the
strengths perspective,16 resilience,17 optimism,18 hardi-
ness,19 asset-building,20 empowerment,21 motivational
interviewing,22 and solution-focused approaches.23 The
goal of strength-based practice is to activate an individ-
ual’s sense of responsibility for his or her actions, thereby
altering his or her delinquent behavior. This practice
approach does so by applying the science of positive
behavior change. Interest and efforts are aimed at initiat-
ing positive movements, beginning the “first steps” neces-
sary to change the trajectory of an individual young
person’s life. The approach is not so much a collection of
techniques to apply on someone as it is the efforts or goals
we would strive to achieve with another. It focuses more
on what the youth has rather than what he or she does not
have. It considers the successes of youth and families
rather than what they have failed at. The approach works
to resolve presenting problems but does so through a
focus on potential rather than pathology. 

Client 
Factors

40%

Hope and
Expectancy 

15%

Model and
Technique 

15%

Relationship 
Factors 

30%
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The strengths approach also encourages a balanced
view of the individual’s weaknesses and strengths and of
efforts to raise motivation—necessary components for
building solutions to presenting problems. Many are
drawn to strength-based work because it not only boosts
the resolution of presenting problems but it also nurtures
what is best about an individual. Promoting the good life
for an individual involves more than removing what is
wrong. Martin Seligman, advocating a revival of a
strength-based approach in psychology, calls on us to
“learn how to build the qualities that help individuals and
communities, not just to endure and survive, but also to
flourish.”24 The strength-based model, because it focuses
on client factors, facilitates this process.

R E L AT I O N S H I P  FA C TO R S

Relationship factors make up about 30 percent of the con-
tribution to change. Relationship means the strength of
the alliance that develops between youth and staff. Rela-
tionship factors include perceived empathy, acceptance,
warmth, trust, and self-expression. 

Perceived Empathy 
Communication studies consistently report that verbal
communication is prone to error; the listener does not
always receive the message in full.25 Parts of the intended
message are either not adequately articulated by the speak-
er or not correctly understood by the listener. A dialogue
between two people resembles listening to a radio that
crackles from weak reception: even if one listens closely,
much of the transmission will be garbled or missing. 

Perceived empathy involves youths’ belief that they are
listened to and understood. Relationships develop as staff
become committed to understanding their clients and
make consistent efforts toward “filling in the gaps” of
communication. An important technique for improving
communication is “reflective listening,” in which the staff
member constantly checks the accuracy of what he or she
believes the youth has said. My experience in training
youth staff is that most personnel, regardless of whether
they have previously been trained in reflective listening,
seldom, if ever, use this technique. It is simple to under-
stand but tough to use consistently and correctly. 

Evidence also shows that “accurate empathy” is a con-
dition of behavior change. William Miller and Stephen
Rollnick state: “Accurate empathy involves skillful reflec-
tive listening that clarifies and amplifies the client’s own
experiencing and meaning, without imposing the thera-
pist’s own material. Accurate empathy has been found to
promote therapeutic change in general and recovery from
addictive behaviors in particular.”26

Compliance can occur without the adolescent feeling
understood, but real change cannot.

Perceived empathy is a term that corrects a previous bias
in research. Most outcome studies measured empathy and
the strength of the staff-client alliance through counselor
(adult) reports. But in fact it is the youth-participant’s
assessment of the alliance that matters more. As Karen
Tallman and Arthur Bohart report, “[f ]indings abound that
the client’s perceptions of the relationship or alliance, more
so than the counselor’s, correlate more highly with thera-
peutic outcome.”27 Further research by Alexandra Bachelor
found that the client’s perception of the alliance is a
stronger predictor of outcome than the counselor’s view.28

The tendency to privilege staff evaluations over the
adolescent’s perceptions is rampant in agency youth work.
For example, once when I was providing onsite technical
assistance to an established juvenile drug court, I had a
chance encounter with a group of juvenile probationers
who were milling outside the court building awaiting
their weekly progress review hearings. I introduced myself
and began an impromptu conversation, eventually asking
them to offer their personal evaluations of their drug
court program. Their responses were both forthcoming
and enthusiastic. Encouraged, I brought this information
to the next staff meeting, only to find that the program
staff members immediately dismissed all this important
information because of its source.

Acceptance 
Acceptance relates to the extent that any treatment pro-
gram fits into the family’s and adolescent’s worldview and
beliefs. Alan Kazdin found that the client’s ability to
accept a particular procedure is a major determinant of its
use and ultimate success.29

More recent studies found a greater acceptance of
treatment and better compliance with interventions when
rationales were congruent with clients’ perceptions of
themselves, the target problems, and the clients’ ideas for
changing their lives.30

An acid test for any youth program lies in the answer
to the question, To what extent are interventions prede-
termined? That is, are adolescents turned into passive
recipients of prepackaged programming, or is program-
ming flexible enough that it can be customized to the
individual? Progressive youth programs make an effort to
instill participation and inclusion of youth. In workshops
on strength-based programming, many staff are surprised
to learn that there is more leeway to alter and adapt
programming than they first believed. The results of
this effort can be remarkable. As John Murphy notes,
“The notion of acceptability reflects good common sense:
people tend to do what makes sense to them and what
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they believe will work. It is hardly profound to suggest
that the best way to determine what is appealing and fea-
sible for people is to ask them.”31

It is in this “asking” that profound differences in efficacy
are realized. Solution-focused therapists Ben Furman and
Tapani Ahola report that the relationship is developed
and the alliance strengthened as youth and their families
are allowed to have a say in problem definition and goal
setting and in deciding what methods or tasks will be used
to reach those goals.32

There are extenuating circumstances to consider when
one allows youth participation at this advanced level. In
the mandated arena of some agency treatment programs,
because of court referrals to them, participation is not
“voluntary” (at least not in the same manner and context
as outpatient therapy or counseling). These types of pro-
grams may impose a goal of “abstinence from alcohol and
other drugs” on an adolescent. This goal will remain in
force whether the participant agrees to it or not. Howev-
er, we can still seek the youth’s thoughts and possible ideas
for his or her individualized methods to achieve that goal.
A recent article on strength-based practice argues that
programs need to stay close to the youth’s and family’s def-
inition of the problem (and their own unique methods),
as they are the ones who will be asked to make the neces-
sary changes.33 C.R. Snyder, Scott Michael, and Jennifer
Cheavens echo this idea, arguing that staff must listen
closely to program youth. If staff do not listen to youth,
they may establish therapeutic goals “that are more for the
helper than for the helped.”34

Warmth/Self-Expression 
These two conditions for building relationships are inter-
twined. Extending warmth (attention, concern, and interest)
occurs in tandem with allowing a youth self-expression. All
staff must understand and embrace a long-held credo
from the counseling field: Listening is curative. As Karen
Tallman and Arthur Bohart report, “Research strongly
suggests that what clients find helpful in therapy has little
to do with the techniques that therapists find so impor-
tant. The most helpful factor [is] having a time and a
place to focus on themselves and talk.”35 Others have
found that giving traumatized individuals a chance to “tell
their story” and engage in “account making” is a pathway
to healing. A rather obscure but interesting earlier study
showed that paying juvenile delinquents to talk into a
tape recorder about their problems and experiences led to
meaningful improvements in their behavior, including
fewer arrests.36

It would be wise for staff to critically examine how they
try to build alliances with teenagers, both programmati-
cally and individually, as they interact with them. Duncan

and Miller state emphatically, “Clients’ favorable ratings
of the alliance are the best predictors of success—more
predictive than diagnosis, approach, counselor or any
other variable.”37 It is worth noting that when both client
factors (40 percent) and relationship factors (30 percent)
are considered, up to 70 percent of positive behavior
change has been accounted for. 

H O P E  A N D  E X P E C TA N C Y

The next contributor to change (15 percent) is hope and
expectancy—that is, the youth’s hope and expectancy that
change will occur as a result of receiving community serv-
ices. In actual practice, staff can encourage hope and
expectancy by (1) conveying an attitude of hope without
minimizing the problems and pain that accompany the
youth’s situation; (2) turning the focus of treatment
toward the present and future instead of the past; and (3)
instilling a sense of empowerment and possibility to coun-
teract the demoralization and passive resignation often
found in adolescents who have persistent problems.

Conveying an Attitude of Hope Without 
Minimizing the Problem 
Instilling hope has more complexity than simple encour-
agement (“You can do it”). Challenging youth need to
believe that taking part in programming will improve
their situation. Therefore, during the orientation phase of
programming, many successful programs provide convinc-
ing testimonials of success and program efficacy occurring
early in services. Snyder, Michael, and Cheavens relate
that the adolescent must sense that the assigned staff
member, working in that particular setting, has helped
others reach their goals.38

Troubled youth and their families often feel “stuck” in
problem states. This feeling can be based partly on nega-
tive attitudes that allow no escape from problems (i.e., “I
can’t change,” “You don’t understand—I have to hang out
with my using buddies”). Strength-based work can instill
hope while also acknowledging problems and pain. One
strength-based strategy encourages staff to allow the ado-
lescent’s problem to coexist with the emerging solution. In
many instances within remedial youth work (and
throughout the helping professions), there is a mindset to
conquer, eliminate, or “kill” the problem. Oftentimes it is
helpful and much more expedient to allow the problem to
remain, to coexist with an emerging solution or healthy
behavior that is being developed.

Bill O’Hanlon, a strength-based author and therapist,
describes a helpful metaphor that originated in an old
vaudeville routine: Two ingratiating waiters approaching
the narrow kitchen door repeatedly defer to the other.
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“After you,” one offers. “No, please, after you,” the other
replies. Finally, at the same moment, they both decide to
act and turn into the door simultaneously, only to wedge
their shoulders in the small opening. O’Hanlon advises
adult staff to consider the idea of “creating a second door”
and allowing conflicting feelings and conditions to
coexist.39 A youth can feel scared and hopeless about his
ability to begin abstinence from drugs and yet marshal the
confidence to avoid using “just for today.” A painfully 
shy young woman can simultaneously fear the crowded
gathering and find the courage to join it. Trying to con-
vince her that “there’s no need to be shy” or that “there’s
nothing to be afraid of” is an uphill climb with dubious
results. The conflicting dichotomies of continuing drug
use or movements toward sobriety, hesitancy or action,
fear or confidence, rather than being framed as an
“either/or” choice, can coexist as “both/and.” Staff need
not eliminate the negative to instill the positive.

This is a not just a meaningless play on words. There
is a popular slogan among practitioners of strength-based
approaches: “The person is not the problem; the problem
is the problem.” Strength-based practice takes that idea a
step further to assert that the problem is actually the per-
son’s relationship to the problem.

Becoming Future-Focused 
Focusing on past failures usually results in demoralization
and resignation. Hope is future-focused. When a youth
worker keeps remedial efforts focused on the future, pos-
itive outcomes are enhanced.40 The “problem” is generally
found in the present and its roots in the past. The “solu-
tion,” however, is generally started in the present with
efforts aimed at the future. 

Furman and Ahola report that the single most useful
thing youth workers can do in the time they spend with
troubled adolescents is to get the kids to look ahead and
describe what is happening when the problem is envi-
sioned as “solved” or is not considered to be as bad.41

These European therapists, using strength-based practice,
believe that if goals are to be immediately helpful and
meaningful to the adolescent and family, they must
first be conceived and constructed through visions of a
“problem-free future.” It is through this looking ahead, a
“harnessing” of the future, that goals for present actions
(first steps) become known.42

An important way to do this is by employing “mira-
cle,” or outcome, questions:43 “What if you go to sleep
tonight and a miracle happens and the problems that
brought you into this mess are solved? But, because you are
asleep, you don’t know the miracle happened. When you
wake up tomorrow, what would you notice as you go

about your day that tells you a miracle has happened and
things are different?” “What else?” “Imagine, for a
moment, that we are now six months or more in the
future, after we have worked together and the problems
that brought you to our agency have been solved. What
will be different in your life, six months from now, that will
tell you the problem is solved?” “What else?” 

The miracle question is the hallmark of the solution-
focused therapy model. A “miracle” in this context is sim-
ply the present or future without the problem. It is used
to orient the teen and family toward their desired out-
come by helping them construct a different future. Help-
ing an adolescent and family establish goals needs to be
preceded by an understanding of what they want to hap-
pen. When (if ) workers find no past successes to build on,
they can help the family form a different future by imag-
ining a “miracle.” As many youth workers have experi-
enced, it often is difficult to stop a family from “problem
talk” and to start the search for solutions. The miracle
question is designed to allow the adolescent and family to
“put down” the problem and begin to look at what will
occur when the problem is not present. If youth are
prompted to imagine what a positive future might look
like for themselves, they automatically begin to view their
present difficulties as transitory. The miracle question is
used to identify the youth’s goals to reach program com-
pletion or other successful criteria. 

The miracle question is followed by other questions
that shape the evolving description into small, specific
behavioral goals: “What will be the smallest sign that this
(outcome) is happening?” “When you are no longer (skip-
ping school, breaking the law, etc.), what will you be
doing instead?” “What will be the first sign this is hap-
pening?” “What do you know about (yourself, your fam-
ily, your past) that tells you this could happen for you?” 

Empowerment and Possibility
Youth programs encourage hope and expectancy when they
help adolescents establish goals and act to realize them. 

All programs will list large (macro) outcomes or final
goals to reach graduation and program completion. Simi-
larly, most remedial plans are established for large issues
and long-standing presenting complaints. These plans
usually list large problem behaviors to be resolved by a
specified date set many months into the future. The prob-
lem is that these goals are too big. Instead, day-to-day goal
setting should “think small.” Goals should be shaped into
small steps. According to the “one-week rule” of strength-
based practice, a worker and an adolescent should never
mutually establish any goal that cannot be reached in the
next seven days. Some youth staff go beyond this and use
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a “48-hour rule” to make a goal seem more obtainable and
to begin behavior change. Short time frames propel “first
steps” and start small incremental movements to change.
“What can you do after you get home today? by tomor-
row afternoon?”

Snyder, Michael, and Cheavens call for interventions
to first induce “personal-agency thinking” (e.g., “I can do
it”) and then set mutual, concrete, and obtainable goals to
enhance “pathways thinking” (e.g., “here’s how I do it”).44

Youth agencies would do well to focus staff retreats on
these two conditions alone in revising their programs and
practices. They could easily spend a day examining where
and how their programming enhances agency and path-
ways thinking and then vigilantly work to increase those
conditions. These two conditions help turn the wheel of
behavior change. 

Psychologists Stephen Ilardi and Edward Craighead
found that a large portion of client improvement occurs
in the first three to four weeks of treatment. Interestingly,
this improvement happens before clients learn the meth-
ods or strategies for change that programs stand ready to
teach. How could change begin to occur before program
direction, teaching, and support can be delivered? These
practitioners note that the instillation of hope and
expectancy of change is not simply a precondition for
change; it is change.45

M O D E L  A N D  T E C H N I QU E

Another small contributor to change (15 percent) is
assigned to model and technique: staff procedures, tech-
niques, and beliefs, broadly defined as our therapeutic
structure and healing rituals. It is humbling to consider
that a majority of what universities and institutes teach
and expound constitutes one of the smallest contributions
to change. Furthermore, programs and techniques are
deemed helpful only to the extent that they promote the
other common factors.

Nevertheless, the strategies and methods that staff pro-
vide to youth are helpful, yet for reasons that are contrary
to popular beliefs. Tallman and Bohart explain: 

Clients utilize and tailor what each approach provides to
address their problems. Even if different techniques have
different specific effects, clients take these effects, indi-
vidualize them to their specific purposes, and use them.
… In short, what turns out to be most important is how
each client uses the device or method, more than the
device or method itself. Clients then are the “magicians”
with the special healing powers. [Staff ] set the stage and
serve as assistants who provide the conditions under
which this magic can operate. They do not provide the

magic, although they may provide means for mobilizing,
channeling, and focusing the client’s magic.46

It appears that, rather than mediating change directly,
techniques used by staff simply activate the natural heal-
ing propensity of adolescents. Therefore, it is important to
use techniques and develop requirements that facilitate
adolescents’ progression in this process. 

P R A C T I C E  I M P L I C AT I O N S

Certain issues and opportunities arise in revising pro-
grams to incorporate strength-based techniques:

1. All youth staff can become change-focused.

Duncan and Miller list several interesting research find-
ings regarding youth staff in direct service roles:47

■ Andrew Christensen and Neil Jacobson, in their evalu-
ation of counselor effectiveness with clients, found no
differences between professionals and paraprofessionals
or between more and less experienced therapists.48

■ Hans Strupp and Suzanne Hadley found that experi-
enced therapists were no more helpful than a group of
untrained college professors.49

■ Jacobson (1995) determined that novice graduate stu-
dents were more effective at couples’ therapy than
trained professionals.50

It may be surprising to learn that there is little or no
difference in effectiveness regardless of training and expe-
rience. But these research findings are not so startling or
disheartening when one considers that therapy clients
(and especially challenging youth) are not passive recipients
of clinical expertise but rather active and generative partic-
ipants in the process of change. Rather than diminishing
the importance of experience or credentials of expertise,
these findings show that novices and paraprofessionals
were somehow better able (in these instances) than expe-
rienced professionals to activate the all-important common
factors. 

Indeed, the findings offer important support to the
youth worker. Knowledge of the four common factors
penetrates the mystique surrounding “therapy” and illu-
minates what is truly “therapeutic”: positive behavior
change. By applying strength-based techniques in their
work, more staff members can begin to build the all-
important alliance and work to enhance these factors of
change with youth and their families. Because of the com-
plexity of many presenting problems, professional therapy
and therapeutic treatment will always be needed as
adjunct services to youth programs. All professionals
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working with adolescents, however, can share those tech-
niques that most effectively induce positive behavior
change.

A further issue with becoming changed-focused
involves our field’s use of mental health diagnoses.
Although a diagnosis can be very helpful in providing
information and direction for subsequent treatment
efforts, Duncan and Miller note one problem that can
occur from the rendering of diagnosis. To establish a diag-
nosis is akin to taking a “snapshot”—a moment-in-time
photograph. The problem is that a diagnosis conveys the
idea that conditions and behaviors described by the diag-
nosis are static and constant, even permanent. Strength-
based practitioners, however, offer a different—and far
more productive—view of the reported problems: 

The magnitude, severity, and frequency of problems are
in flux, constantly changing. In this regard, clients will
report better and worse days, times free of symptoms, and
moments when their problems seem to get the best of
them. With or without prompting, they can describe
these changes—the ebb and flow of the problem’s pres-
ence and ascendancy in their daily affairs. From this
standpoint, it might be said that change itself is a power-
ful client factor, affecting the lives of clients before, dur-
ing, and after (treatment).51

Viewing adolescents through a change-focused lens,
listening and remaining alert to how they are changing,
will help staff recognize their resources and the strengths
that are enabling and supporting their progress.52 Staff can
utilize two lines of inquiry to help identify this change.
First, questions can be asked about “pretreatment
change”: “After serious trouble has occurred, many people
notice good changes have already started before their first
appointment here at this agency. What changes have you
noticed in your situation? How is this different from
before? How did you get these changes to happen?”53

Numerous studies have found that a majority of clients
make significant changes in their problem patterns in the
time between scheduling their initial appointment and
actually entering treatment.54 Just experiencing some type
of start or initiation of change can begin positive move-
ment. Single-subject research recorded similar responses
from youth and families newly assigned to my juvenile
probation caseload.55 The important point is that teens
and families rarely report these changes spontaneously.
Staff must ask questions about these changes or they
remain hidden. Many believe that if problems are ignored,
they seem to move underground, where they grow and
fester and return even stronger. However, when solutions
are ignored, they simply fade away unnoticed and, more
important, remain unused.

The second (and ongoing) line of inquiry identifies
change that occurs between appointments or program ses-
sions. When change is found, we need to investigate and
amplify: “How did you do this?” “How did you know that
would work?” “How did you manage to take this impor-
tant step to turn things around?” “What does this say
about you?” “What would you need to do to keep this
going (do this again)?”56

When sitting down with a youth during a scheduled
report time, many staff will check on issues by using a pre-
formed mental list of questions. These questions become
routine: “Were there any violations of program rules this
week?” “Have all urine drops been ‘clean’?” “Are you in
compliance with all program requirements?” “Have you
missed any school this past week?” “Have you made all
treatment sessions since our last meeting?” These ques-
tions are important, but they do not represent a full line
of inquiry. When inquiries become routine, they narrow
the investigation and bypass many other instances of
change. Open-ended questions that search for positive
changes should be asked as well.

2. Staff should share the “expert” role with the youth
and family.

Adults have become accustomed to guiding and directing
youth. Although dispensing advice and setting limits will
always have a place in our work, the common-factors
research suggests that we must share the lead with them if
we want to improve treatment outcomes. Regarding this,
several issues are worth noting:

First, as encouraging as this common-factors research
is to some, it may be considered threatening to others.
Treatment providers or other staff may feel their treat-
ment experience and conventional roles are being called
into question. A balance must be struck between the expe-
rience and expertise of the counselor and the inclusion of
the common factors for effective service delivery. Profes-
sional expertise will still be required and in great demand
for working with youth, but the strategies that profes-
sionals employ will make a big difference in whether they
succeed. To be a committed student advocate of change
requires a focus not on technique but on the client (i.e.,
the youth and his or her family) as the common denomi-
nator in behavior change. Duncan and Miller address this
change of focus: “Models that help the therapist approach
the client’s goals differently, establish a better match with
the client’s world view, capitalize on chance events, or uti-
lize environmental supports are likely to prove the most
beneficial in resolving a treatment impasse.”57

Second, staff may be skeptical regarding the exact
implications of the common-factors research. For example,
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regarding sharing the expert role with challenging youth,
staff may think that means they are to acquiesce to stated
immature or illogical desires of the youth they work 
with. In fact, they should not. Any goals stated by the
youth that are not interdependent for healthy relation-
ships or that jeopardize health and safety (their own or
others’) should never be agreed to. Staff can understand
without agreeing, however, and they can identify without
acquiescing. 

Adopting a strength-based approach means reconfigur-
ing our notions of accountability. This second issue—sharing
the expert role—involves a review of accountability. Quite
simply, current work that favors the views of professional
staff over those of the client serves to place too much
responsibility for change on the shoulders of staff. 

To provide a more thorough explanation of this
approach requires first removing a commonly held mis-
conception about strength-based practice. Some critics
believe the ultimate goal of strength-based practice is
naïvely centered on establishing a positive relationship.
They also mistakenly assume that the worker is compelled
to give the client Pollyannaish compliments, even in the
face of the client’s obvious wrongdoing and personal
chaos—for example, telling a shoplifter that he is “skill-
ful” or reframing drug dealing as demonstrating “fiscal
competence.” Although it is true that a positive relation-
ship and compliments have an important place in this
approach, they are only important for their capacity to
foster behavior change and help people rise above their
difficulties. If complimenting clients to ensure a positive
relationship is an end to itself, it becomes a narcissistic
enterprise. Staff engaged in youth work must challenge
adolescents to move beyond their difficulties and help
them marshal strengths to meet those challenges.

Compare how both approaches regard accountability.
The traditional or current problem-solving approaches
entrenched in our field require staff to work hard at
understanding the problem, to ascertain who is responsi-
ble, how the problem originated, and how it is main-
tained. Accountability is realized when an adolescent
owns up to the wrong. Admission is paramount for the
assumption of responsibility. Strength-based practice, on
the other hand, does not assume that the ownership of
guilt is somehow automatically curative. 

Consider an idea forwarded by Don Trent Jacobs from
the sports psychology field. When an athlete has performed
poorly, the coach spends little time reviewing the error or
fixing blame before beginning corrective work. In the
sports model, coaches are discouraged from waiting
for the athlete to verbally assume responsibility or to
assume responsibility passively. Instead, they quickly

review the error and focus on encouraging behavior
change. Accountability and responsibility for a negative
performance are assumed when the athlete begins to
change his or her performance.58

Insoo Berg, co-founder of the solution-focused thera-
py model, has reported that the problem-focused model
and its emphasis on moving the offender merely to “own
up to the guilt” about the past does not hold the offender
sufficiently responsible for change in the future. More-
over, too much time and energy are spent determining the
causal relationship rather than expecting and demanding
changes.59 The strengths approach with challenging teens
holds that accountability is realized through behavior
change, not passive admission. From the beginning of
contact, there is an expectation that the teen will do some-
thing about the immediate concern. Strength-based prac-
tice is based on the belief that starting “first steps” and
initiating action are all-important. 

When staff views are favored over those of clients, staff
indirectly assume too much responsibility for change,
which should rest instead with the client. For this reason,
some strength-based agencies have the client, with assis-
tance, write his or her own reports to the court. The client
then continues this process by verbally delivering his or
her progress summary directly to the judge during the
court hearing. Ownership of the treatment plan (and,
consequently, empowerment) is thereby increased.

Third, staff may be reluctant to invite more participa-
tion—to share the lead with a youth—if they believe their
clients are not up to the task. Indeed, some youth may be
troubled—and causing trouble to others—yet the vast
majority are also capable and competent to begin and sus-
tain needed changes. Dennis Saleebey states:

If there are genuinely evil people, beyond grace or hope,
it is best not to make that assumption about any individ-
ual first. Even if we are to work with someone whose
actions are beyond our capacity to understand or accept,
we must ask ourselves if they have useful skills and behav-
iors, even motivations and aspirations that can be tapped
in the service of change to a less-destructive way of life.60

Regardless of its stated values, the juvenile justice field
continues a steady diet of finding, diagnosing, and treating
failure and pathology. But if practitioners believe that ado-
lescents and family members have strengths, practitioners
can then look for and find them to use in their work with
their clients. Research cited by Anthony Maluccio found
that workers consistently underestimated client strengths
and had more negative perceptions of clients and their
ability to change than the clients had of themselves.61

Strength-based work asks workers to forgo this pessimism
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and allow an optimistic view. Larry Brendtro and Arlin
Ness give a good description of this dichotomy:

[S]ome might argue that optimism about antisocial youth
is itself a thinking error, a Pollyanna illusion that nasty
kids are really little cherubs. However, pessimism is sel-
dom useful and often leads to feelings of powerlessness,
frustration, and depression. In contrast, optimism feeds a
sense of efficacy and motivates coping and adaptive
behavior, even in the face of difficult odds.62

Forty years of motivational research have shown that an
optimistic view pays off: if you expect that change will occur
with your clients, your expectation of change will influence
their behavior.63 The worker’s belief in the client’s ability
to change can be a significant determinant of treatment
outcome. Indeed, Norman Cousins found that helping
efforts are more effective when the worker believes in the
client’s capabilities and believes that the client can sur-
mount the obstacles to positive behavior.64 Believing in the
client is all-important—it is the axis around which this
model turns.

The reverse can also be true. Staff can approach an ado-
lescent with negative expectations, expecting very little if
not the worst. One on-site agency evaluation, which
included a review of the orientation materials distributed to
all prospective youth and families beginning the referral
process, found 12 sanctions listed for breaking program
rules and only 5 incentives for successful participation. The
staff obviously expected that participants would break the
rules and communicated that expectation to incoming
youth. In fact, this was not the staff ’s real intent; they
revised their materials to incorporate a more equal ratio of
incentives and sanctions. 

3. Treatment should not simply fix what is broken—it
should nurture what is best.

When we incorporate the common-factors research and
allow greater participation by the youth and family, they
become catalysts for greater gains. Programs need to look
beyond the reduction of delinquent behavior to facilitate
aspirations, vocational interests, and hobbies as identified
by the youth or through vocational assessments. Adolescent
programs can provide new learning opportunities for
youth, helping them find interest, fun, and peer cama-
raderie without illegal behavior and illicit drug use.
Adjunct mentor programs, developed specifically for
assisting youth programming, offer tremendous support
along these lines. 

Strength-based mentoring programs are now being
developed along the lines of the trade guilds that operat-
ed in Europe in the Middle Ages, in which the youth
entered into an apprenticeship that was mutually benefi-

cial to both master and apprentice. A current example of
such a relationship might be the matching of a youth with
computer interests to an adult who works with computers
professionally. The key is matching the adult to the youth,
giving consideration to the youth’s vocational interests or
life’s passions. This change in mentoring model is occurring
because many current mentoring relationships are inher-
ently awkward—they end up not making sense to either
the teen or the adult. Little thought is given to the suit-
ability of a particular match; only the benefit to the youth
of spending time with a responsible adult is considered.
But because this arrangement is imposed on the youth, its
impact on his or her life is inherently limited. In our drive
to establish positive adult role-modeling relationships, we
have paired teens to adults without a shared rationale that
identifies a reciprocity of interests and benefits. A recipro-
cal mentoring model based on apprenticeship, on the
other hand, can lead to relationships that are both natural
and mutually rewarding.

Gordon Bazemore, Laura Burney Nissen, and Mike
Dooley caution that “treatment programs” or remedial
services are only one component of an asset-building
strategy for challenging adolescents. These authors call on
us to raise our sights to increase positive relationships and
opportunities for adolescents. It is imperative that oppor-
tunities be developed in the youth’s own community.
Youth programs should consider developing opportunities
where a youth participant can 

actively practice and demonstrate skills in a way that
strengthens a community connection…. [T]he best con-
text for such learning is one in which there is mutual
commitment to a common task and, through this task,
the opportunity for developing effective ties. The best
historical examples are the classic apprenticeship models
in craft and trade occupations, the master-student rela-
tionship in the arts, and the extended family business—
all of which provided natural ties between young and old
and a clear transition to adulthood.”65

4. There should be a greater concentration on building a
therapeutic alliance between staff and youth.

Two issues are crucial to building alliances with youth: 

The alliance must be formed quickly. This article has
explained how influential the staff-youth alliance proves
to be in inducing positive behavior change. The common-
factors research also indicates, however, that staff must
work fast to build the alliance. Paul Mohl and others point
out that the impact of establishing the alliance early in
treatment, generally by the fourth or fifth meeting, is crit-
ical for treatment outcome.66
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Many programs begin with intensive orientation. One
example is “Jump Start” in the Santa Clara County, Cali-
fornia, juvenile drug court. In this program, new partici-
pants attend intensive orientation sessions to become
familiar with program requirements during their first 30
days of participation in the program. These “jump starts”
can be very helpful in orienting the new participant to
program regulations.

Upon close inspection, however, most intensive orien-
tations are primarily one-sided. They are solely construct-
ed for the youth to come to understand and become
acclimated to the program structure, schedule, and
requirements. Instead, to establish the alliance between
staff and client quickly, orientations should focus more on
reciprocity. That is, it is not enough to warmly greet new
participants and introduce the staff to them in round-
robin fashion. Adult staff must take a corresponding
intensive “jump” by making a concerted effort to meet,
quickly become familiar with, and even charm the incom-
ing participant. Some may chafe at the recommendation
for staff to court and “woo” incoming adolescents, but the
research is clear: the youth’s perceptions of the alliance
determine the outcome of treatment. Skeptics need only
consider the largest outcome study ever undertaken, the
NIMH Treatment of Depression Collaborative Research
Project, which found that improvement was only mini-
mally related to the type of treatment received but was
heavily determined by the client-rated quality of the rela-
tionship.67 Even if this study could be ignored, approxi-
mately one thousand other studies on alliance building
report the same finding.68

Alliance building is as varied as the client. There is a dif-
ference between “easy” and “simple.” It is simple to under-
stand how important the alliance is to outcome and to
place a majority of our emphasis there. To say that alliance
building is easy is quite another matter. All youth are dif-
ferent and, because of different personality styles, they will
evaluate the conditions of a positive alliance in differing
ways. Alexandra Bachelor found that almost half of all
clients wanted to be listened to (empathic reflections) and
respected, while another 40 percent wanted more “expert”
advice from staff to promote direction and allow self-
understanding (to “make sense” of issues). A smaller group
wanted input and saw the alliance as a 50-50 partnership
in which they felt the need to contribute and have as
much input as the staff (counselor).69 Duncan and Miller
state: “The degree and intensity of [staff/counselor] input
vary and are driven by the client’s expectations of our
role. Some clients want a lot from us in terms of generat-
ing ideas while others prefer to keep us in a sounding
board role.”70

Staff working with adolescents must not only court
and woo new participants, but they also need to survey
them continually about their perceptions and ratings of
the staff-youth alliance. Simply put, you cannot modify or
alter your approach to a youth based on his perceptions if
you don’t know what his perceptions are. Duncan and
Miller cite a critical effort that has profound implications
for staff-youth interactions: “Influencing the client’s per-
ceptions of the alliance represents the most direct impact
we can have on change.”71

P O S T S C R I P T

This common-factors research has only recently been
published. Presently, many in the fields of psychiatry, psy-
chology, and social work are grappling with its findings.
Armed with this knowledge, adolescent staffs and com-
munity treatment providers can begin to become familiar
with the techniques that engage the common factors. All
who work with youth will benefit from these empirical
findings on the pathways to change.

This article does not impeach current efforts, but
rather the belief that staff and providers are the “engine” of
change. Researchers have bemoaned the fact that inquiries
of treatment outcome over several decades have studied all
the wrong elements—the models, techniques, and staff—
while ignoring the most important contributor to change:
the youth and his or her family. Staff expertise will always
be vital and needed, but only if it changes one’s focus to
guiding the three critical ingredients to motivation—the
youth’s resources, perceptions, and participation. Youth and
family motivation is not static or fixed but dynamic, and
it can be influenced and increased. Aligning direct practice
efforts to influence and increase the common factors can
help advance youth along this motivational continuum.

Most articles, whether research-oriented or practice-
based, generally end with a call for further research.
Although qualitative and quantitative analysis is invaluable
to improve our practice methods, research cannot accom-
plish this mission unless workers first assimilate it. Schol-
arly articles today end with a call for “more research” so
routinely that it has become almost as standard as a de
facto signature line. Consider, however, that the four factors
common to all successful treatment have been illuminat-
ed by literally thousands of research studies. So, without
denying the importance of research, this article does not
end by urging more. Instead, it encourages all who work
with adolescents to stop and review this compelling
research. Keeping in mind the necessary continuum of
“research, policy, and practice,” youth workers should
routinely pause to integrate research. Now is that time. 
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